INTRODUCTION
o evaluate the growth and development in young children, especially those with congenital diseases, it is necessary to identify developmental delays and provide access to early intervention [6] Children with congenital heart disease (CHD) have been reported to show significant growth retardation both prenatally and postnatally. Retardation in height as well as weight seems most pronounced in children with cyanotic heart disease [1] . Inadequate caloric intake has been shown to be the most important cause of growth disturbances in children with CHD , Several possibilities have been proposed to explain the decreased intake in these patients including fatigue upon feeding and malabsorption [2] Hypoxia results from imbalances between oxygen demand and supply. It has been shown that chronic hypoxia has many effects on the endocrine system, mainly on growth [3] .Decreased energy intake, increased energy requirements, or malabsorption would be related to malnutrition and GR in children with cyanotic CHD [4] . From infancy, children with CHD endure more sicknesses, physical examinations, surgical procedures and hospitalizations than normal children. In addition, they are often overprotected and spoiled by their parents; such actions have profound effects on their mood and psychosocial and physical development [5] . We aim in this study to compare growth in children with congenital heart disease and normal children. This table shows that there was highly significant difference between the studied groups as regarding weight, height and body mass index with those parameters were significantly higher in control group when compared to CHD group.
PATIENTS AND METHODS
As regarding head and mid arm circumference, control group had significantly higher circumferences when compared to CHD group (46.4, 12.2 versus 43.5, 11.3 respectively). In some patients with congenital heart disease, growth retardation is marked, but clinical and physiological studies show little deviation from the normal state. In such instances, the growth retardation is thought to be primarily due to genetic or in utero factors, or, if secondary, secondary to something other than the heart lesion itself. Emotional disturbances can be an important secondary cause of poor growth in this regard [9] . Although the children in our study were young when they had surgery, CHD significantly affected their growth. there was highly significant difference between the studied groups as regarding weight, height and body mass index with those parameters were significantly higher in control group when compared to CHD group. As regarding head and mid arm circumference, control group had significantly higher circumferences when compared to CHD group (46.4, 12.2 versus 43.5, 11.3 respectively). Their slower growth is consistent with other studies. Growth height and growth weight were not significantly different between children with CHD and normal children. Although the birth weights of children with CHD were lower, they experienced considerable growth. Severe failure to thrive (height and weight below the third percentile) was observed in 13% of the children with CHD but in only 1% of the normal children. Benn (1947) has analysed statisticaly the height and weight of school children with patent ductus arteriosus. He found both boys and girls were under weight, the differences for the boys being probably, and for the girls certainly, of statistical significance [7] . Mothers of these children often have more frequent changes of residence, more marital problems, and an increased pressure index. Because of this important relationship, the pediatrist must have intimate knowledge of the phenomenon of growth. It is an accepted practice in pediatrics to obtain height and weight measurements as a part of the routine physical examination [8] . Information about paternal influence is lacking. In this study, about 80% of the children with height and weight below the third percentile had parents with an educational level of high school or less , most of their families were in a low socioeconomic group. Thomlinson (2002) surveyed 12 families with children who failed to thrive. The parents felt guilty because their children did not grow, and experienced feelings of isolation and helplessness. Health care professionals must understand the possible effects of their negative comments and actions onthese families. CONCLUSION Significant differences were observed in the physical growth, language development, and gross motor development of preschool children with CHD and normal children. Prompt diagnosis and surgical treatment are needed to minimize the effects of CHD on physiological functions. Equally important is promoting interaction between these children and others in society. Parents play a key role; they should understand the disease and use appropriate childrearing methods. Parents of children with CHD often worry about their children's health and may limit their opportunities for participating in activities or interacting with peers.
